Changes in Healthcare Financing and Delivery
Increasingly complex cancer care treatment is being delivered in the outpatient setting, and as a result, "Families are now providing the majority of supportive and continuing cancer care" (Given & Given, 1996, p. 93) . The impetus for this initially came from a desire by payors and policymakers to cut costs and deliver care more efficiently, but patients also have experienced benefits. Summers and Chisholm (1997) reported that not all patients need or want to be hospitalized. Remaining at home, continuing to work, and maintaining usual sleeping and eating patterns contribute to an enhanced quality of life for patients with cancer. The risk of nosocomial infections also is decreased. The role of the family caregiver, however, has become more complicated and includes patient monitoring, symptom management, proper use of sophisticated equipment such as infusion pumps, patient transport, and patient advocacy. Expenses that formerly were reimbursed or included in inpatient care are now patient responsibilities (Berkman & Sampson, 1993; Moore, 1998) . As cancer evolves into a chronic disease, these expenses become long-term burdens that can have a major impact on family finances (Given et al., 2001; Jones, 2000) . The variable nature of the disease trajectory also calls for a continual reevaluation of patient and family needs (Bried & Scheffler, 1992; Given et al., 2001; Houts et al., 1988; Jones) .
At-Risk Populations
Lower socioeconomic status is associated with lower cancer survival rates. How much of this is related to ethnicity is not clear because some evidence suggests that educational level and type of cancer also are factors in survival. Socioeconomic status is influenced by insurance status and occupation and may affect provider attitudes toward patients with cancer (Greenwald, Borgatta, McCorkle, & Polissar, 1996) . Still, African Americans continue to experience higher incidence and mortality rates for many cancers than any other ethnic group, despite some decrease in mortality from all cancers from 1992 (American Cancer Society, 2003a , 2003b .
Certain patient populations are at much greater risk for financial burden; therefore, healthcare providers must identify them as soon as possible and link them with needed services early in the disease process (Given & Given, 1996; Glajchen, 1994; Guidry, Aday, Zhang, & Winn, 1998; Jones, 2000; Summers & Chisholm, 1997) . Although the poor are obviously at risk, the working poor and middle classes that do not have significant assets and are dependent on earned income also are vulnerable to loss of income and employment (Berkman & Sampson, 1993; President's Cancer Panel, 2002; Seccombe & Amey, 1995; Underwood, Hoskins, Cummins, Morris, & Williams, 1994 ). Short and Banthin (1995) calculated the risk of being underinsured using a linear regression involving age, race or ethnicity, gender, income, perceived health status, disability days, and limitation of usual activity. The researchers concluded that, in any given year, nearly one-third of the U.S. population younger than age 65 is not adequately insured. This was attributed to unusually limited insurance policies or standard policies whose cost-sharing provisions represent a large percentage of family income.
In 2002, 16.1% of the U.S. population younger than 65 had no health insurance coverage, 27.8% of families with incomes at or below the poverty level were uninsured, and 27.4% of the "near poor" (i.e., families with incomes of 100% to less than 200% of the poverty threshold) had no health insurance coverage (Cohen, Ni, & Hao, 2002) . Patients' concerns related to lacking health insurance coverage or being underinsured have been documented since the early 1980s. Out-of-pocket expenses; the need for services such as meal preparation, housekeeping, and home health care; and the unavailability of family caregivers because of their need to work have stressed many families with cancer (Houts et al., 1984 (Houts et al., , 1985 (Houts et al., , 1988 Houts, Yasko, Kahn, Schelzel, & Marconi, 1986; Mor, Guadagnoli, & Wool, 1987) . Emanuel, Fairclough, Slutsman, and Emanuel (2000) found that low income, older age, poor physical function, and incontinence, none of which can be modified easily, were associated with significant care needs and economic burdens. Living in a rural area also is a barrier to care access that may require substantial time, money, and effort to overcome (President's Cancer Panel, 2002) . Emanuel et al. (2000) noted that being female was independently associated with unmet care needs. Stommel (1992) examined the cost of cancer care to families in relation to living arrangements, labor force participation, and household arrangements. He stated that cancer increasingly is a disease of the aged and women, and because more women have professional careers, a cancer diagnosis may put them at a serious competitive disadvantage. Moore (1997) considered employed women who are single heads of households to be at increased risk of unmet care needs and financial burden. Bried and Scheffler (1992) included "elderly, single, or widowed women; persons living alone; those over 85 years of age; and minorities" (p. 154) in the high-risk category. Given the tendency of women to serve as family caretakers, have lower incomes, and have a longer life span than men, these issues are likely to become significant as the female population ages (Given & Given, 1996) .
Defining and Measuring Hidden Costs
Several problems are evident when studying the hidden costs of cancer care (Pearce, Kelly, & Stevens, 2001) . For example, comparing different variables is problematic (see Table 1 ). Most researchers include insurance copayments, deductibles, and out-of-pocket medical expenses, whereas others include nonmedical out-of-pocket expenses incurred as a direct result of the disease such as transportation, food, lodging, child or elder care, housekeeping assistance, wigs, ostomy supplies, prostheses, and assistive devices. Expenses that must be paid immediately and are not reimbursable are particularly onerous.
Transportation consistently is named as a significant source of out-of-pocket expenses and a barrier to care (President's Cancer Panel, 2002) . In fact, Murphy et al. (1993) described a New York City radiology practice that began to give brachytherapy immediately after surgery so that patients could avoid daily trips into the city and high parking costs.
Lost wages are somewhat measurable, but estimating the cost of lost promotions and career advancement possibilities for patients and their caregivers is almost impossible. In addition, the effect of "job lock" that Glajchen (1994) defined as the inability to leave a position for fear of losing insurance coverage is not easily calculated. If the unpaid labor of family caregivers was included in cost estimates, the cost of caring for a patient with cancer at home would approximate that of nursing home care (Stommel, Given, & Given, 1993) .
The reliability and validity of data collection tools often are not addressed (Pearce et al., 2001) . Other limitations include small sample size, convenience sampling, subjects with only one type of cancer or those from a limited geographical area, and reliance on patient report and/or memory. Even studies with larger samples are prone to selection bias or less-than-accurate patient reporting. Lansky et al., 1979 Houts et al., 1984 Houts et al., 1985 Houts et al., 1986 Mor et al., 1987 Houts et al., 1988 Wingate & Lackey, 1989 Jansen et al., 1993 
STUDY

IMPLICATIONS
Only limited funds are available to assist with nonmedical, out-of-pocket expenses. Families may be faced with longterm financial hardships that even the best social work services and financial counseling cannot overcome.
Better data would be helpful in counseling patients about what expenses to expect.
Distance from the treatment center, being young or male, more outpatient visits, and days in hospital could be used by healthcare personnel for identifying patients at risk for financial hardships.
Patients and caregivers can help to identify needs; such data can be used to estimate demand for new services. Healthcare personnel need to be alert to needs and aware of available services.
Patient and caregiver age, female gender, level of education, time since diagnosis, and low income correlate with increased needs and could be used to screen for patients at risk.
Patients and caregivers can help to identify needs and influence planning of services; homecare services are needed. Efforts to increase use of existing programs should be made, especially where social service support is minimal.
Initial and ongoing assessment of patient needs with referral to appropriate resources is requisite; better measurement instruments are needed. Financial problems were consistent over time; no differences were found based on gender or type and stage of cancer.
SIGNIFICANT CONCLUSIONS
Transportation, food, and miscellaneous items were the largest categories; level of care, performance status, family size, and distance from the treatment center explain 47% of variability of expenses. Half of the families responding to the lost-work survey reported lost income.
Distance from the treatment center is related to higher out-ofpocket expenditures; patient age and marital status are positively related to higher loss of wages. Lower-income patients spend higher proportions of their income on out-of-pocket expenses.
Total expenses averaged $1,670; distance from treatment center, being young or male, more outpatient visits, and days in hospital correlated with higher out-ofpocket expenses.
Financial (14%) and insurance (10%) needs were the secondand third-largest categories of unmet needs; younger patients, advanced disease, low income, and a history of emotional problems were associated with more unmet needs.
87% noted an increase in monthly expenses, and 72% had to use savings or sell investments to meet needs. Prevalence of reported needs increased with advancing disease, and needs are interrelated.
42% reported unmet activities of daily living needs in the dying; younger patients showed greater unmet financial and insurance needs. Lower-income patients spend higher proportions of their income on out-of-pocket expenses.
Physical needs accounted for 24.6% of the total needs studied; patients, caregivers, and nurses perceived different needs.
Financial concerns were consistently among the five most-often discussed issues. Stommel et al., 1993 Blendon et al., 1994 Given et al., 1994 Rasell et al., 1994 Seccombe & Amey, 1995 Short & Banthin, 1995 Gera et al., 1996 Guidry et al., 1998 Survivors reported a mean of $2,983 and decedents $7,290 in out-of-pocket expenses and caregiver labor costs for three months; strongest predictor of total costs is functional status of patient.
FINANCIAL VARIABLES
RESEARCH DESIGN AND SAMPLE
Out-of-pocket spending rises with use of services; low-income families bear a disproportionate burden. Income-tax-financed health care is the most progressive form of healthcare spending.
The working poor are more likely to be uninsured but ineligible for public health insurance; they are disproportionately young, female, single, minority, less educated, rural, and less likely to work fulltime or be unionized.
18.9% of patients younger than 65 and 61.6% of patients below the poverty level with private insurance are underinsured; these numbers increased from 1977-1987. Travel to treatment center (81%), meals during hospitalizations (75.7%), child care for siblings (48.6%), unpaid leave from work (59.5%), special foods (16.2%), and supplies for sick children (21.6%) were listed as out-ofpocket costs by target families; 30% had to borrow money to cover expenses.
Many experienced coverage problems and had to forgo needed treatments; Hispanics experienced more difficulty paying for treatment and higher out-of-pocket costs; African Americans had more lost wages.
IMPLICATIONS
Policymakers need to consider whether
Americans can continue to rely on family labor to cover the need for home care as cancer evolves into a chronic disease.
The need for insurance reform or some type of coverage for catastrophic illness is great.
Because family caregiver costs are not included in the cost of care, actual costs are underestimated and may approximate nursing home care for some patients.
Equity in healthcare financing has been neglected and could be improved by making the distribution within each funding source less regressive.
Reliance on employer-sponsored insurance neglects large segments of the population and should be addressed in healthcare reform discussions.
Nongroup or members of small insurance plans are at greater risk. Healthcare reformers need to take income into account when formulating insurance plans for low-income families.
The stress of having a child with cancer is increased further by the financial burden imposed by the illness. Having health insurance is not adequate protection from these out-of-pocket expenses.
Healthcare providers need to be aware of the impact of out-of-pocket expenses on compliance with care, the need for insurance reform, and the need for case management of patients with cancer. 
SIGNIFICANT CONCLUSIONS
Out-of-pocket expenses may be more costly than previously recognized; magnitude is affected by treatment protocol, functional status, and socioeconomic status.
60% of beneficiaries below the poverty level did not receive medical assistance and spent about half of their income on these healthcare expenses. Those at 100%-125% of the poverty level spent 30% of their income on these expenses.
All patients had transportation costs; looser clothing, home assistance, and foods that could be tolerated were other significant expenses. Increased insurance premiums and telephone bills were reported by 80%, and 60% reported loss of income.
16.3% had high care needs for transportation, nursing care, homemaking, and personal care; their caregivers had higher rates of depression. Significant disparities were related to gender, ethnicity, age, and income.
Patient and caregiver work loss, payment for caregivers, drugs, and devices were substantial outof-pocket expenses.
20% took a leave of absence from work, 24.1% reported increased insurance premiums, and 63.3% incurred out-of-pocket costs.
All patients and caregivers had increased out-of-pocket costs and loss of wages after diagnosis and experienced substantial personal financial costs related to their disease.
IMPLICATIONS
Nurses need to recognize and anticipate the hidden costs of care for patients with cancer, make referrals, and address quality-of-life issues to avoid treatment delays.
Medicare reform discussions that propose shifting more costs to beneficiaries need to consider the substantial burden this population already bears and examine whether it affects healthcare use.
Reductions in healthcare service costs will not necessarily conserve costs for patients. Nurses can help families to anticipate treatment expenses and prioritize referrals for those in need.
Additional services are likely to be useful only if they impose no additional costs. Unskilled care that is not usually covered may address many care needs. Attentive listening by physicians reduces caregiver depression.
Evaluation of direct and indirect costs is feasible, and more comprehensive studies are needed.
Policymakers should be aware that even highly educated, middle-income patients with cancer are vulnerable to insurance coverage denials, loss of income, and out-of-pocket expenses.
Having private insurance did not adequately protect patients from the financial demands of cancer care.
Those using government-generated statistics (Gross et al., 1999; Rasell et al., 1994; Seccombe & Amey, 1995; Short & Banthin, 1995) often rely on economic models to project need. Unfortunately, these do not always precisely agree with what is being measured (Goldman & Smith, 2001) .
What is striking about research since the early 1980s is the uniformity of the conclusions. Without exception, cancer is acknowledged to be a very expensive disease, both to society and the affected individuals and their families. Although some consensus exists that insurance reform, or at least some form of catastrophic coverage, is necessary, how to achieve this remains unresolved.
Impact on Patients and Families Compliance With Treatment Plan
Many firsthand accounts can be found about patients whose diagnosis was delayed or who were unable to access treatment because of a variety of system, physical, and financial barriers (President's Cancer Panel, 2002) . Strickland and Strickland (1995) found that the inability to pay for care was the second most frequently cited reason for not receiving needed medical services among 281 low-income minority households in Georgia. Moore (1997) documented a relationship between low socioeconomic status and poorer patient outcomes, and Underwood et al. (1994) stated that prohibitive costs caused 72% of their study's subjects to delay seeking treatment until they were symptomatic. They also noted a disturbing tendency for poor patients to be "discouraged from seeking state-of-the-art care because of the costs" (p. 50). In addition, Matchar, McCrory, and Bennett (1997) determined that out-of-pocket costs for drugs were a significant factor among physicians' prescribing decisions for hypothetical patients with prostate cancer. Moore (1998) asked, "At what point do out-of-pocket expenditures become so overwhelming that patients begin to disengage from care?" (p. 1620). While acknowledging that their data did not allow them to determine whether poor and near-poor Medicare beneficiaries are delaying or forgoing needed treatment because of an inability to pay, Gross et al. (1999) expressed concern that the low levels of prescription drug and dental care spending by these populations may indicate that such problems are occurring. Guidry et al. (1998) found that many of their study participants had insurance problems leading them to forgo needed treatment, even though most had some form of coverage. Mor et al. (1987) also reported that "the pressure of unmet needs can inhibit a patient's compliance with a prescribed treatment regimen" (p. 2). Levy (2002) feared that some patients may be unable to comply with treatment because of overwhelming transportation or prescription drug costs. Berkman and Sampson (1993) stated that "unmet financial needs actually may inhibit the treatment regimen, making cancer more costly in the long run" (p. 2846). According to Given et al. (2001) , if caregivers receive readily understandable information tailored to their specific needs, they will become active members of the healthcare team, thereby contributing to higher-quality patient outcomes and reductions in the cost of care for patients with advanced disease. Caregivers must be supported because excessive caregiver burden may have a profound effect on patient outcomes (Given & Given, 1996) . Summers and Chisholm (1997) described a combination of territoriality among healthcare providers, lack of knowledge about referral resources, and access limiting cost-containment measures as contributing to gaps in patient care, system inefficiencies, and poor patient satisfaction.
Patient Outcomes
Family Burden
Many investigators consider the psychological toll of financial burden on patients with cancer and their caregivers. Berkman and Sampson (1993) stated that "financial strain has a significant, negative effect on the family's emotional status" (p. 2848). Given and Given (1996) identified numerous aspects of family life that are affected by a cancer diagnosis such as family roles, domestic routines, patterns of communication, and self-esteem. Restricted social activities and changes in work roles and career opportunities also contribute to family burden, although caregivers may experience feelings of competence and satisfaction as a result of caring for loved ones. Levy (2002) described a scenario in which patients with cancer may sense resentment from other family members for using a disproportionate share of family resources. Conversely, patients with cancer may resent their dependence on caregivers, and caregivers can become overwhelmed by around-the-clock caregiving even when they have understood the requirements of the task (Varricchio, 1994) . Glajchen (1994) considered the emotional burden on patients with cancer and their caregivers arising from unpaid medical bills and how the need to use savings to meet medical expenses may interfere with other life goals. Mor et al. (1987) noted that the loss of income and depletion of assets represent an important deficit that can have a negative effect on the family's emotional status far beyond the mere reduction in economic security. Chronic anxiety and hopelessness about the future may develop. Houts et al. (1986) and Jansen et al. (1993) described intertwined emotional and financial stressors as impacting family well-being. Levy (2002) noted that families may feel guilt, shame, and embarrassment over financial concerns that may extend to future needs and crises unrelated to cancer. Emanuel et al. (2000) concluded that unskilled homecare services, if they do not impose an additional economic burden, may alleviate some caregiver emotional and psychological stress. They also reported that physicians can play an important role in reducing caregiver depression simply by listening attentively.
Employment
Because many patients with cancer depend on their jobs for insurance coverage as well as income, maintaining employment is a key concern. However, a patient's productivity may be lower after cancer treatment, and fear of dismissal, demotion, or a reduction in benefits is real, despite the protections afforded by the Americans with Disabilities Act. Although the Family and Medical Leave Act of 1993 guarantees employees 12 weeks of annual unpaid leave for medical emergencies, childbirth, and adoption, many patients with cancer may be hesitant to take as much time off as is needed or unable to tolerate the income loss. Outpatient radiation and chemotherapy often require additional time off work, contributing to employer resentment and the annoyance of coworkers who have to cover for patients with cancer (Glajchen, 1994) . The inability of either the person with cancer or caregiver to change jobs for fear of losing insurance coverage and/or employment itself or a hesitancy to pursue salary increases and promotions causes great psychological and emotional stress as well as having a significant impact on the family's overall financial status (Berkman & Sampson, 1993; Blendon et al., 1994; Glajchen; Guidry et al., 1998; Hounshell et al., 2001; President's Cancer Panel, 2002) .
Barriers to Accessing Resources Time
Oncology nurses are under increasing pressure to care for more patients, who are more acute, in a shorter amount of time in hospital and ambulatory settings. Ideally, all patients with cancer would have access to case management or social worker services, but this is not always the case, particularly in outpatient settings. Oncology RNs and physicians may be the only regular contacts that patients have with the medical system, and they need to assess patients for financial need and refer them appropriately within these time constraints (Given et al., 2001; Given & Given, 1996; Glajchen, 1994; Guidry et al., 1998; Jansen et al., 1993; Jones, 2000; Moore, 1997; Shifflett, Gansler, & Baker, 2002; Summers & Chisholm, 1997) . Physician referral contributes to higher usage rates of cancer support services (Eakin & Strycker, 2001 ).
Lack of Resource Awareness
Most healthcare providers are aware of the American Cancer Society and its programs, as well as those of NCI, but physician and nurse referrals to other organizations are significantly below those of social workers. However, healthcare providers are eager for more information, especially a comprehensive descriptive listing of local services (Matthews, Baker, & Spillers, 2002) . Lack of awareness of available services and lack of knowledge about how to access services are two barriers to receiving assistance among patients (Shelby, Taylor, Kerner, Coleman, & Blum, 2002) . Other patient factors that contribute to a knowledge deficit are low literacy or educational limitations, difficulty with or limited access to Internet-based information, language barriers, poor healthcare provider and patient communication, and culturally insensitive information (Davis, Williams, Marin, Parker, & Glass, 2002; President's Cancer Panel, 2002; Shifflett et al., 2002) . This would indicate that increasing healthcare provider awareness is an important intervention in connecting needy patients with available financial resources (Eakin & Strycker, 2001; Matthews et al.) .
Uncoordinated Resources
Even when resources are identified, access to organizations that focus on financial need can be difficult. Many types of support groups are available, as well as resources about diseases, but assistance with out-ofpocket expenses for the practical needs of daily living such as transportation and home care is limited (Shelby et al., 2002) . Unfortunately, the need far exceeds available resources (M. Allex, personal communication, July 29, 2003) . Some organizations limit their awards to specific cancers or residents of a defined geographical area. Patients whose income is above the poverty level often find they are ineligible for direct financial aid. Educated patients with cancer and caregivers with high social skills have a distinct advantage, but even they may find accessing appropriate resources to be a challenge. Those with lower levels of "health literacy" require assistance (Davis et al., 2002; Shifflett et al., 2002) . Patients need information tailored to their specific needs so as not to be overwhelmed by an excess of irrelevant information (Given et al., 2001; Given & Given, 1996; Shifflett et al.) .
Nursing Implications
Although oncology nurses may feel overwhelmed by the prospect of taking on another patient care responsibility, ignoring the financial distress that patients experience may affect their ability to follow through with the plan of care. This is not to imply that becoming a personal social worker or case manager to each patient is realistic. However, oncology nurses can inform themselves of available resources and empower patients to access those resources. To review a list of financial aid resources, including brief descriptions and contact information, access this article in the CJON area of the ONS Web site (www.ons.org).
The first step is to assess patients with cancer for financial need. This should be done as part of the initial assessment (Glajchen, 1994; Jones, 2000; Summers & Chisholm, 1997 ) and should not be particularly time consuming. Indeed, sensitivity is called for when inquiring about personal financial information. In some cases, a need clearly exists and help should be offered discreetly in a setting that respects patient privacy. In other cases, nurses can make a general statement to patients along the lines of "Many patients encounter unanticipated expenses while undergoing cancer treatment. If this becomes an issue for you, let us know. We have information about organizations that provide assistance."
Numerous national organizations offer varying types of assistance. The American Cancer Society, Cancer Care, and Eldercare Locator, among others, have searchable databases of local listings, both governmental and private. Cancer Care has specially trained oncology social workers who can assist patients in determining their specific needs and obtaining and completing forms from the appropriate organizations for patients and caregivers who are unable to do so themselves. Other organizations provide assistance with lodging, transportation, meals, prescription drugs, home heating, and remodeling expenses. Most have toll-free telephone numbers, along with Internet access.
In oncology offices that have Internet access and adequate terminals, patients can use their infusion time to research aid possibilities. If patients do not have Internet access at home, local libraries often have free computer access. The American Cancer Society will connect non-English-speaking patients with cancer with interpreters, and Cancer Care has Spanish-speaking social workers. Most government sites offer information in several languages.
Because many freestanding oncology practices do not have onsite social workers, oncology nurses could compile a listing of experienced social workers who are willing to work with patients on a private pay basis. This would be especially useful for patients whose needs exceed the services offered by the American Cancer Society or Cancer Care. Hospital-based social workers and the Association of Oncology Social Work may be able to refer patients. Some private insurance companies reimburse for palliative care services that allow patients to continue active treatment while accessing services that traditionally were limited to hospice patients (Schapiro, Byock, Parker, & Twohig, 2003) . This provides patients with another path to social services.
ONS chapters should consider compiling a list of local community resources (e.g., church groups, fraternal and volunteer organizations). Assistance with transportation is usually local and not always found in national databases. Pharmaceutical representatives can provide information about patient assistance programs and may be willing to facilitate paperwork (Viale & Mister, 2001) . They often have samples of nonchemotherapy drugs that are helpful in managing side effects.
Finally, and perhaps most importantly, oncology nurses need to advocate for their patients. They should be aware of major healthcare issues that affect insurance coverage and patient care. Insurance companies, the American Medical Association, and large pharmaceutical firms all maintain powerful lobbying presences in Washington, DC; oncology nurses must do the same. The ONS Legislative Action Center Web site (www.ons.org/lac) should be checked on a regular basis. Membership in ONStat, ONS's grassroots response network, includes regular e-mail updates on critical legislative issues. Oncology nurses need to be politically active by voting, writing, or calling their representatives to affect public policy.
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Interested in more information on this topic?
Visit the CJON area of www.ons.org and access this article to review a detailed guide of financial aid resources, including descriptions and contact information.
Rapid Recap The Hidden Costs of Cancer Care: An Overview With Implications and Referral Resources for Oncology Nurses
• Since the 1970s, improvements in the early detection of cancer and more effective treatments have led to increased survival rates. • At the same time, healthcare financing and delivery have undergone dramatic changes. • Patients with cancer and their families increasingly find that hidden costs are associated with cancer treatment and are not completely covered by insurance. • Low-income patients, minorities, the elderly, women, and patients with advanced disease are at greater risk of being underinsured and experiencing devastating financial consequences secondary to a cancer diagnosis. • Healthcare providers have a responsibility to assess patients for financial need and help connect them with sources of aid. • The financial aid resources list, available exclusively on the ONS Web site (www.ons.org), describes national organizations that offer varying types of assistance. Healthcare providers can give this list to patients or use it as a guide in compiling their own lists of local resources. Habitat is not a giveaway program. In addition to a down payment and monthly mortgage payments, homeowners invest hours of their own labor into building their home and the houses of others. Families in need of decent shelter apply to local Habitat affiliates. The affiliate's family selection committee chooses homeowners based on their level of need, willingness to become partners in the program, and ability to repay the nointerest loan. The center represents thousands of individuals in appeals of Medicare denials and healthcare access problems. It also provides consultants and trainers for groups that are interested in learning about healthcare rights, Medicare coverage, and appeals and developing advocacy projects. The mission of the Limbs for Life Foundation is to benefit amputees by promoting advanced research and provide comfortable and fully functional prosthetic care for individuals who cannot otherwise afford it. Each qualified applicant will be provided with partial or complete funding for a prosthesis that is fitted by a highly qualified prosthetist. Requests for assistance must be made in writing. The Barr/United Amputee Assistance Fund was established through grants from the Barr Foundation. The organization's mission is to provide assistance to amputees who cannot afford prosthetic limbs and to promote quality prosthetic care for all amputees by reimbursing for materials and maintenance costs to prosthetists who provide limbs to amputees with no other source of funding. This program is a cooperative effort between the Amputee Assistance Fund and the amputee's prosthetist to improve the quality of life of the amputee. The United Amputee Services Association, Inc., also publishes A Survivor's Guide for the Recent Amputee that offers information about amputation, care of the residual limb, and a variety of other topics. Look Good . . . Feel Better is a free, nonmedical, brand-neutral, national, public service program founded by the American Cancer Society; Cosmetic, Toiletry, and Fragrance Association; and National Cosmetology Association. Its mission is to help women offset appearance-related changes from any form of cancer or its treatment. Programs are available for English-and Spanish-speaking adult women and adolescent boys and girls. A program for men is in development. Each two-hour, hands-on workshop includes a 12-step skin care and make-up application lesson, demonstration of options for dealing with hair loss, and nail care techniques. Participants also use and take home complimentary cosmetic kits in their appropriate skin tones. Professional advice is available regarding wigs, scarves, and accessories, and some programs offer free wigs. 
Low-Income Home Energy Assistance Program Clearinghouse's National Energy Assistance
Dignity Resources
PROSTHESES AND ASSISTIVE DEVICES
(Continued on next page)
TRANSPORTATION ASSISTANCE
The Corporate Angel Network, Inc., arranges free travel on corporate jets for patients with cancer and bone marrow donors and recipients as long as they travel to or from an approved cancer treatment center, are able to walk up and down the steps to a private plane without assistance, and do not require oxygen, IV, or any other form of life support during flight.
National Patient Travel Helpline 800-296-1217, phone; www.patient-travel.org/default.htm, Web site
The National Patient Travel Helpline provides information about all forms of charitable, long-distance medical air transportation as well as referrals to all appropriate sources of help in the national charitable medical air transportation network. The hotline is staffed from 9 am-5 pm EST Monday through Friday. After-hours help is available within 10 minutes of leaving an after-hours message marked urgent.
National Transit Hotline 800-527-8279, phone
Use this hotline to connect with local transit providers who receive federal money to transport older adults and people with disabilities. Adult day services are community-based group programs designed to meet the needs of functionally or cognitively impaired adults through an individual plan of care. These structured, comprehensive programs provide a variety of health, social, and related support services in a protective setting during any part of a day but less than 24-hour care. Adult day centers generally operate programs during normal business hours five days a week. Some programs offer services in the evenings and on weekends.
MISCELLANEOUS
National Family Caregiver Support Program www.aoa.gov/eldfam/How_To_Find/Agencies/Agencies.asp, Web site This link lists state and area agencies on aging and is one of the first resources caregivers should contact when help is needed. The National Family Caregiver Support Program calls for all states, working in partnership with local area agencies on aging and faith and community service providers and tribes, to offer five direct services that best meet the range of caregivers' needs; these services (a) provide information to caregivers about available programs; (b) assist caregivers in gaining access to supportive programs; (c) offer individual counseling, organization of support groups, and caregiver training to assist caregivers in making decisions and solving problems relating to their roles; (d) provide respite care to enable caregivers to be temporarily relieved from their caregiving responsibilities; and (e) offer supplemental services, on a limited basis, to complement the care provided by caregivers. Members of the National Foundation for Credit Counseling are nonprofit organizations dedicated to providing free or affordable services to consumers who need a financial lifeline to pull them out of debt. Some of the members offer free budget counseling and debt management plan services, and all members who charge fees or request contributions offer these services at affordable costs to consumers.
National Foundation for Credit
